Objective: Reproductive abuse is defined as a deliberate attempt to control or interfere with a woman's reproductive choices. It is associated with a range of negative health outcomes and presents a hidden challenge for health practitioners. There is a dearth of research on reproductive abuse, particularly qualitative research. This study aims to address this gap by exploring how health practitioners in a large Australian public hospital identify and respond to reproductive abuse.
R eproductive abuse is a form of violence against women that has only recently been identified in research, policy and practice. 1 Defined as a deliberate attempt to influence or interfere with a woman's reproductive autonomy and decision-making, 2 it is also known within the literature as 'reproductive coercion' . 1 Reproductive abuse typically takes one of three forms: the use of violence or coercion to force a woman to become pregnant against her will (pregnancy coercion); tampering with, or removing a woman's birth control (contraceptive sabotage); and attempting to control a pregnancy outcome (forcing a woman to terminate a wanted pregnancy, or to continue an unwanted one). 1 It is usually perpetrated by a male intimate partner or ex-partner, although other family members can also be perpetrators. 3, 4 Although the term 'reproductive coercion' is more commonly used in the extant literature, we have argued that 'reproductive abuse' is a more appropriate term, since it highlights the intentionality of the behaviour and the mechanisms of fear, power and control that are central to this gendered form of violence. 5 There is a dearth of research, both in Australia and internationally, aiming to understand reproductive abuse. However, studies do suggest that it has strong associations with intimate partner violence (IPV) and unintended pregnancy. 2, 6 There is also a strong case to be made for its relationship with intimate partner sexual violence, although this association has been largely neglected within the literature. Reproductive abuse may also exist in relationships in which no other forms of violence are present. 2, 7 This complexity makes it difficult to identify and measure reproductive abuse and may explain why few studies to date have examined its prevalence on a large scale. In the US, where the majority of reproductive abuse research has been conducted, prevalence rates have ranged between 8% 8 and 24%, 9 and the types of behaviours included in these studies has varied. In Australia, one cross-sectional study in a general practice population found that around 10% of women had experienced a partner trying to force them to become pregnant or interfering with birth control, 10 although again this does not represent the full scope of reproductive abuse. There is also a lack of qualitative evidence -from women, men and practitioners -that could help to unpack and more clearly conceptualise reproductive abuse as a unique phenomenon.
Research suggests that reproductive abuse may be linked to a range of negative physical and mental health outcomes. 1 These
How do health practitioners in a large Australian public hospital identify and respond to reproductive abuse? A qualitative study include sexually transmitted infections, 11 pelvic inflammatory disease, 12 pregnancy complications, 7 repeated or unsafe abortions 7 and mental health conditions such as post-traumatic stress disorder. 13 In addition, women may also experience health problems associated with co-occurring IPV and sexual violence. Consequently, it is not surprising that women who have experienced reproductive abuse are more likely to use health services than women who have not. 14 The critical role of health systems in responding to violence against women has been repeatedly acknowledged in the extant literature, 15, 16 although little is known about the health system's response in the specific case of reproductive abuse. 17 Studies in the IPV context more broadly suggest that women trust health practitioners and are willing to disclose to them, providing they receive a non-judgemental, empathetic response. 18 A number of promising interventions in a range of settings [19] [20] [21] confirm that health practitioners can respond effectively to women experiencing IPV if they receive appropriate training and education. In the context of reproductive abuse, however, there is a lack of evidence (and none from Australia) to support 'best practice' responses. We know very little about whether -and how -health practitioners identify and respond to reproductive abuse, or what challenges they might experience in their work.
Objective
In this article, we report on the findings from a qualitative study conducted with health practitioners working at a large public hospital in the state of Victoria, Australia. The study broadly aimed to explore how health practitioners understand and respond to reproductive abuse in their female patients. Elsewhere 5 we have described how the practitioners understood and conceptualised reproductive abuse. In this article, we aim to explore how they respond to it as part of their everyday practice, addressing a critical gap in the literature and taking a step towards building an evidence base to support best practice guidelines.
Methods

Study setting
The participating hospital is one of the largest providers of women's health services in Australia and it has a key focus on violence against women. The study was conducted within the women's cancer and gynaecology branch, which covers women's health, sexual assault, pregnancy counselling, abortion and reproductive services. Our findings, therefore, primarily focus on reproductive abuse in the context of unplanned pregnancy, abortion and sexual assault. Antenatal services were not included in the study as they sit within a different department.
The hospital is one of the few public providers of both medical and surgical abortion services in Victoria; most terminations in the state are carried out by private clinics (medical and surgical) or general practitioners (medical only). At this hospital, women with a healthcare card (typically low-income earners or women experiencing other vulnerabilities) can access fee-free services. In the state of Victoria, medical abortion can be performed anytime up to nine weeks' gestation, and surgical abortion is legal before 24 weeks' gestation.
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Participant recruitment
Once the study had been approved by the hospital's ethics committee and the director of the women's cancer and gynaecology section, we approached managers of the individual clinics. Managers either distributed the study expression of interest (EOI) forms directly to clinic staff or invited the researchers to attend team meetings to discuss the study and distribute EOI forms. Staff members who wished to participate contacted the researchers directly to receive more information and to arrange an interview time; their managers were not informed about who chose to take part.
Data collection
Interested health practitioners were invited to participate in a semi-structured interview with Author 2, either on the phone or faceto-face at the hospital. Interviews took place between July and September 2017. 
Data analysis
We chose thematic analysis as our method as it provides greater freedom to explore new ideas and concepts within the data. 23 We used a step-by-step inductive coding process as outlined by Braun and Clarke. 24 Author 1 immersed herself in the data by reading and re-reading the transcripts and taking notes. Initial descriptive codes were then generated focusing on the health practitioners' responses. These were then grouped to form interpretative codes representing deeper layers of meaning within the data. Lastly, these interpretative codes were grouped together to form common themes across the dataset. At this point, cross-coding of selected transcripts was undertaken by other members of the research team (Authors 2 and 4) to maximise rigour before development of the final coding framework. NVivo 11 25 was used to facilitate these processes.
Ethical considerations
The study was approved by the hospital's Human Research Ethics Committee (HREC) as a Quality Assurance activity per National Health and Medical Research Council guidelines. 26 We did not offer any incentives to health practitioners. Managers were not informed about staff participation. Prior to commencing all interviews, informed consent was obtained from participants in writing via a consent form and plain language statement.
Results
Seventeen health practitioners took part in this study. All were women, reflecting the staff profile of the hospital. Participants included social workers, doctors, nurses, midwives and counsellors. All had at least five years' experience in their respective fields (most had between 10 and 20 years' experience). Through our analysis, three main themes were developed that describe how health practitioners responded to reproductive abuse: Figuring out that something is wrong; Creating a safe space to work out what she wants; and Everyone needs to do their part. These are outlined in detail below.
Figuring out that something is wrong
Many of the health practitioners outlined a primarily intuitive process for determining whether a woman might be experiencing reproductive abuse. Described in ways such as "listening to your gut" or "getting a feeling", this intuition could strike practitioners at various points along the woman's helpseeking trajectory, including during an initial phone consultation, when making an appointment or during the consultation itself. For the social workers who provided pregnancy counselling, determining whether a woman's decision to terminate a pregnancy was made autonomously was of paramount importance. Being alert to any potential uncertainty around these decisions, as well as noticing any interference from a partner or other family member, was a key part of the initial intake process and consultation. 
You just get a general
Everybody needs to do their part
This theme emphasised the importance of the whole-of-organisation approach to addressing reproductive abuse. Participants mentioned issues such as time management and the need for reflective practice to be able to do their work effectively. More specifically, several participants felt strongly that multidisciplinary collaboration across the hospital was essential to providing an effective response, given that reproductive abuse incorporates both medical and psychosocial elements. Clear communication and a willingness to work together to support shared patients were key ways that this collaboration was enacted. 
I guess [it's important] for the doctors to know
Conclusions
This study provides initial insight into the range of ways that health practitioners working in a large Australian public hospital with a focus on violence against women identify and respond to reproductive abuse, particularly in the context of unplanned pregnancy and abortion. With increasing recognition that interventions and responses to violence against women need to be tailored, 27 For the participants in our study, intuition and 'gut feelings' were central to identifying women experiencing reproductive abuse. The practitioners' intuitive approach appeared to be used both instead of and additional to routine screening, depending on which department the participant worked in. Some health practitioners did not have a policy of routine screening for reproductive abuse or other types of violence. Practitioners working in pre-abortion counselling, however, clearly stated that they asked all women presenting for a termination about safety and decisional conflict. This policy is in line with current recommendations around universal screening in high-risk settings, based on its effectiveness in the antenatal context. 31 As yet, however, we do not have an actual evidence base to support universal or routine screening in the abortion setting itself; consequently, it is unknown whether it is more effective than usual care or a 'case finding' approach when indicators are present. Indeed, several practitioners in our study mentioned that the intake screening questions did not always elicit a disclosure from women, necessitating an approach that aligned more with case-finding. More evidence is needed to understand how each of these methods works in the abortion setting and why, in order to inform best practice guidelines. 32 Participants stated that the ability to pick up on subtle body language and conversational cues that might indicate the presence of reproductive abuse was something that came only from years of practical experience in the workplace. Yet, interventions in general practice 19 and maternal and child health 20 suggest that health practitioners can be upskilled in identifying and responding to violence. In Australia, however, learning how to identify and respond to interpersonal violence is not yet a part of standard clinical education in most professions, including for doctors and nurses. 33 Effective ways of imparting clinical knowledge to junior practitioners need to be explored, including observation and shadowing to give them opportunities to see these skills in action. Cross-disciplinary training and shared education between psychosocial/counselling services and clinical services may also be helpful. 34 Once reproductive abuse was identified in a patient, the participants emphasised the importance of creating a safe space that would facilitate women being open about their needs and wishes. For those working in the abortion context, a clearly defined policy around seeing a woman alone for a consultation ensured that she was able to speak freely without interference from a partner or other family member. Consistent with current recommendations for responding to violence against women more broadly, 35 nearly all the practitioners highlighted the use of non-judgemental communication, as well as a commitment to upholding women's autonomy, as key ways they could respond to reproductive abuse. At the same time, however, because women experiencing reproductive abuse were often making decisions about what to do about an unwanted pregnancy and birth control, in addition to whether to stay or leave a relationship, several practitioners mentioned that it could be challenging to keep their opinions to themselves, particularly when a woman was at risk of experiencing reproductive abuse again in the future. Furthermore, at times, the pursuit of a woman-led response presented an ethical dilemma for the participants. Several mentioned that they had engaged in deliberate deception of an abusive partner or other family member to keep a woman safe. While it is clear that the practitioners were prioritising the interests of the woman, the fact that deception was the only available option is unfortunate. The implications of this, as well as how practitioners navigate the parameters of these situations, merit further research so that a preferable alternative response can be developed.
The importance of a multidisciplinary response to reproductive abuse was highlighted by almost all the participants. Different health practitioners are co-located within the hospital setting, enabling women with complex needs -both medical and psychosocial -to have all their issues addressed within the one place. The practitioners in this study highlighted that good communication and a collaborative approach between departments and disciplines was essential to achieving this.
Despite this positive feedback, however, participants still identified barriers to the effective enactment of a multidisciplinary response, including the lack of a shared understanding around how to identify and respond to reproductive abuse. We have explored the diversity in staff understandings of reproductive abuse in more detail elsewhere, 5 highlighting that it was particularly pronounced between sexual assault services and social work or clinical staff. This was reflected in practice by the lack of referrals between the sexual assault service and other departments within the hospital. This lack of collaboration may also be due to the different paradigms informing practice. 34 Sexual assault services in Victoria are typically informed by a feminist model, 36 where women are encouraged to name their experiences as 'sexual assault' or 'rape'; this was perceived by other health practitioners as being too confronting for some women experiencing reproductive abuse. On the other hand, the sexual assault service perceived that this naming was essential to helping women to address the issue. Given these differing viewpoints, qualitative research with women who have lived experience is necessary to identify acceptable terminology and ways of engaging with sexual assault services.
The lack of shared understanding was not the only organisational issue identified by the participants. Notably, there was also inconsistency around what level of response ought to be provided, and whose role it should be. Some health practitioners working in the clinical disciplines believed that it was enough for them to identify women and refer them to social work without taking any further action themselves. The social workers, however, felt strongly that responding to reproductive abuse ought to be a shared responsibility across the hospital. They identified a range of ways in which health practitioners could assist women, including linking them with external specialist services and helping them to plan for safety. For doctors, facilitating safe methods of contraception was another key area in which they felt they could assist. 
Limitations
Although our study had many strengths, there were also some limitations. First, the recruitment of participants from a single public metropolitan hospital obviously affects how applicable the findings might be to a broader health context. The participating hospital, in many ways, represents the 'best case scenario' , in terms of awareness about violence against women, resourcing, and the co-location of services at the one site. Second, it is unfortunate that only female participants were able to be recruited to the study. As stated earlier, this reflects the demographics of the staff working in this hospital, however, it would have been beneficial to obtain the views of male health practitioners to explore whether they differed in any way. It is also likely that the staff who chose to participate had a particular interest in the topic of reproductive abuse or violence against women, and this may have resulted in a more informed study sample than the average health practitioner. Third, the participating branch of the hospital did not include antenatal care; the views of practitioners are thus primarily focused on responding to patients in the context of abortion, unplanned pregnancy or sexual assault.
Implications for public health
This study is one of the only qualitative studies on reproductive abuse conducted in Australia. It is also, to our knowledge, the first attempt globally to explore how health practitioners respond to reproductive abuse as part of everyday practice. Our findings highlight the pressing need for clear, evidence-based guidelines and training to be developed and implemented to address reproductive abuse in Australian health settings. These should include recommendations about effective identification methods, as well as how to respond after disclosure and appropriate referral pathways to further support. Lastly, it is critical that health practitioners understand to what extent responding to reproductive abuse is a part of their role, and how they can work collaboratively across disciplines to address this complex issue. 15 Although our study focused on the unplanned pregnancy, abortion and sexual assault contexts, many of our findings are equally relevant to practitioners working in the antenatal and maternity settings. We recommend further research with women planning to continue a pregnancy after reproductive abuse in order to identify any points of difference.
